Pathology and Incidence ,Etiology.-The primary etiology of varicose veins is still obscure though it seems certain that it is associated with the upright gait adopted by man. Blood is normally propelled from the lower limbs by means of three distinct but interacting mechanisms: firstly, by vis a tergo, or pressure transmitted from the arterial tree through the capillary bed to the venous side; secondly, by the massaging action of the leg and thigh muscles during movement; and thirdly, the least important for the lower limbs, by the respiratory pump. In the resting position blood return from the legs is mainly brought about by the vis a tergo, and this can only be fully effective when the valves, situated at the junctions of venous channels and at spaced intervals in their lengths, are functioning normally. It is well known that even when the valves are unimpaired, the flow of blood is slowed in the lower limb when the subject is upright. As the column of blood passes the "check point" of each valve, it is normally supported so that gravitational effects are reduced to a minimum. Where the valves are imperfect, or when no movement is performed by the muscles, pressure in the leg veins becomes increased and is undoubtedly favourable to the development of varicosities.
Though gravitational forces are, no doubt, of importance in the vetiology of varicose veins, it must not be forgotten that a raised venous pressure in the lower limbs may be caused by any obstruction to the upward flow of blood from them. A raised intra-abdominal pressure may well prove to be of great importance in venous dilatation and hence in the appearance of incompetent valves and varicose veins. Such obstruction may be consequent upon an overloaded colon (Cleave, 1960) , an abdominal tumour or a gravid uterus (Payling Wright et al., 1950) .
Incompetent valves may, moreover, be consequent upon the development at some earlier date of an inflammatory thickening of the vein wall. Such fibrous replacement may follow phlebitis, or the local obstruction caused by thrombosis. In both these conditions the valves may be partly or wholly destroyed so that varicosities become established. OCrOBER Two further points must be borne in mind in discussing their aetiology. First, there may well be a genetic component which is at present ill worked out-varicose veins are so common, that practically every patient can show a family history of them and this makes it difficult to establish the importance of any hereditary con nexion. Second, hormonal factors are almost certainly involved, though here again there are few experimental or clinical data available on which to base such an assumption.
Pathology.-The drainage of the superficial areas in the legs is normally inwards towards the deep venous channels through a series of perforat. ing veins, the efficiency of which is maintained by the valves. When these fail, high pressure is transmitted peripherally from the well-supported deep vessels to the poorly supported, thin-walled, superficial ones whose muscular coats are often irregularly and ill-developed. Increased intraluminal pressure causes passive dilatation and this is followed by a compensatory increase in the fibrous tissue components of the media. As back pressure continues and dilatation is maintained there follows a disruption of the elastic and muscular elements of the media. Consequent on this loss of musculature the responses of the vessel to vaso-active stimuli are impaired, and vaso-constriction becomes virtually impossible. Thus a vicious circle is set up. Finally, the vessel becomes tortuous and the surrounding tissues become fibrous and thickened irregularly, thus giving little support to the now much distended vein whose saccular lumen the valves are quite unable to occlude.
This failure of peripheral drainage of venous blood in varicose subjects can be well demonstrated experimentally by the injection of radioactive sodium chloride solution into a vessel on the dorsum of the foot. The rate of flow in the average normal person is about 2 5 cm/sec (Payling Wright and Osborn, 1952) , whereas in the varicose patient it may be as slow as 0 5 cm/ sec. These findings are in agreement with absolute pressure measurements made by cannulating the dorsal vein of the foot (Walker and Longland, 1950; Pollack et al., 1949) . The delay Sectional page 33 April 22, 1960 in blood flow is probably in part dependent upon the pooling of blood in the varicosities, and after the injection of a tracer isotope into the vein, pockets of radioactivity can be detected in the saccular dilatations of varicose veins for as long as twenty minutes after the injection. Such findings suggest that eddies are formed at these sites, which, although allowing a continuous stream to pass, yet impede the linear flow which is normally characteristic of circulating blood. Data from varicose vein clinic.-For about eight years I have been in charge of a varicose vein clinic attached to the Antenatal Department of University College Hospital. Here I personally see any women whom my colleagues in the obstetric clinic think might benefit from advice or treatment. Such cases include all those who complain of varicose veins, those who give a history of thrombosis or phlebitis in the past, and those who are found, on routine examination, to have varicosities. In this way I see about 9% of all the women who are booked for antenatal care in our hospital. On the average, I see each woman two or three times in order to check progress, assess any deterioration and finally, in the postnatal period, to determine whether surgical treatment should be undertaken before another pregnancy is embarked upon. It is a sad thing to see so many young women with painful and unsightly legs, and the figure of 9% from my clinic is certainly an underestimate of the situation, as I only see the worst cases and less severe ones are undoubtedly overlooked in the antenatal clinic where the women are often examined only in the recumbent position. A more realistic picture would be obtained if we recognize that about one in seven of all women during child bearing show defective veins in the legs.
Meeting
I have broken down the figures from my clinic to show the incidence of varicose veins by parity (Table I) . I wish to stress, however, that these figures are of little value in showing the true prevalence of varicose veins in multiparous women throughout the country. Our clinic receives a predominance of women having their first child and also those with obstetric abnormalities, so the numbers are heavily weighted in favour of the first group. What, perhaps, is Table II which shows the time of onset of varicosities as far as I am able to assess it. Even allowing that some of the parous women may first have developed varicose veins in a previous pregnancy, it is most striking how many-526 out of 686-recognized that they had defective veins before the beginning of this gestation. Of those, too, who appeared to develop them during the first three months, I am sure a considerable number already had them, although I was unable to obtain a sufficiently definite past history to confirm their presence. The greatest number which develop during pregnancy first appear during the second trimester and at the time when slowing of the blood flow in the legs is becoming most pronounced. Varicosities which develop for the first time late in pregnancy are comparatively uncommon, but when they do occur they appear very suddenly, often within a week, and are frequently associated with considerable aching pain and subjective heaviness of the legs. It is as though the muscular lamina in the media of the veins rapidly fail over a considerable length, and the whole becomes suddenly and grossly distended.
Both legs are affected in about 50 % women and usually the time of onset is approximately the same for both right and left leg. Table III shows the numbers presenting with varicosities in various sites. The usual predominance of left over right legs does not appear in my series and the two sides are the same. What is of importance is the high incidence, 20%, of women who manifest varicosities of the vulva. These are usually associated with those in the legs, but are present in only a small number of women with no involvement of other veins. Vulval varicosities may be comparatively trivial and appear as a single node, often on the margin of the labium major, which gives little or no trouble and which goes immediately after delivery. Others are more severe and of such bulk that they cause great discomfort and pain. They may be so pendulous that they are rubbed and nipped in walking and are, moreover, intolerable when sitting. Such varicosities are often associated with pruritus and they can drive the unfortunate woman nearly mad with irritation and pain. These veins disappear rapidly after delivery, but though they seem to recede satisfactorily they always reappear in any following pregnancies with a more widespread distribution and earlier in the gestation. They cannot, therefore, be assumed to be cured in the puerperium. A proportion of cases in the Obstetric Hospital have developed thrombotic complications in the anteor post-natal period (Table IV) . These have been, as might be expected, in greater numbers in the group attending the clinic than in those who showed no abnormality of the veins during pregnancy. Among the 686 women in the clinic, there was an incidence of about 10% who showed thrombosis or phlebitis, though fortunately most were of so minor a character that they did not require treatment, and did not prolong the patient's stay in hospital. Of the 5 with pulmonary embolus, none died, and indeed 4 were of so indefinite a picture that diagnosis was only made after X-ray examination suggested the presence of a typical shadow. Over the five-year period under review, I venture to think that our record of one-pulmonary embolus a year is a reasonably good one. Gynec. Obstet., 90, 481.
Mr. Harold Dcdd (London):
Surgical Aspects of Varicose Veins in Pregnancy Formerly, varicose veins and piles in pregnancy were untouchable, because their treatment was considered dangerous, and as they subsided after parturition, mothers were advised to lie up! In 1946 a woman 61 months pregnant was seen, incapacitated by varicose veins of her left leg. As she had a family, it was imperative to carry on. She implored help. A St. Mark's Hospital surgeon told me that piles in pregnancy were injected or excised, and if the bleeding points were secured and the piles completely removed, the treatment was effective. Why should varicose veins in pregnancy bleed or recur if the principal leaking vein and cut vessels were securely ligated ? A saphenofemoral ligation and retrograde sclerosing injection were done, the varicose long saphenous vein was huge, but otherwise the same as that of a non-pregnant person. The mother was relieved and the birth was successful.
Since then, operation has been done for those really needing it. Obviously only women in difficulty from their veins see a surgeon, so the paramount indication for operation on varicose veins in pregnancy emerges, that of real embarrassment and incapacitation. Other factors are the necessity for the mother to work until parturition, the impossibility of her lying up, inadequate relief by bandages and stockings and the inability, due to various commitments, to have the operation after the baby is born. Operation is now offered until the 30th week, but after this, palliation and rest are advised.
I find that vulval varicose veins are rarer than varicosities of the limbs but are often associated. Vulval varices are embarrassing, grotesque and unsightly, and their bulk and tension make walking, standing and sitting painful. The first such patient was seen six years ago and her pregnancy was eased by ligation of veins at the lower border of gluteus maximus. Dr. Payling Wright and Professor W. C. W. Nixon asked me to see a patient whose labial veins filled from the internal abdominal ring, i.e. the veins of the round ligament were varicose. She was relieved by their removal.
The Anatomy of Varicose Veins in Pregnancy
Four venous systems are affected, three of the lower limbs and those of the round ligament from the labia majora.
In the leg the long and short saphenous veins and the peripheral tributaries of the internal iliac vein may be varicose.
In my series the long saphenous vein was varicose in 63 of 67 women, the short saphenous in 3, the internal iliac veins once, and 6 had varices of the round ligament and of the long saphenous vein.
The long saphenous vein runs from the inner ankle up the leg and thigh to the foramen ovale where it enters the common femoral vein. It has 2 groups of tributaries, the peripheral and the inguinal. The peripheral consist of 2 in the thigh and a pair from the leg; one or all may be varicose. The groin group consists of 4 vessels, and 2 are notable in pregnancy, the superficial external pudic vein and the deep external pudic vein, which joins the saphenofemoral junction inside of the foramen ovale, and is easily overlooked. These 2 vessels drain the mons veneris, labia majora and upper inner aspect of the thigh. They may be greatly dilated, and for a cure they must be divided from the varicose saphenous vein.
The short saphenous vein proceeds from the outer foot and ankle to the popliteal space and usually empties into the popliteal vein, it is varicose but one-seventh as often as the long saphenous vein.
The internal iliac vein.-The peripheral tributaries of the internal iliac vein, the pudendal and gluteal veins may become varicose. The gluteal veins run backwards from the labia, perineum and upper inner thigh under the lower fold of gluteus maximus into the pelvis. Other perineal veins join the pudendal vein in the ischiorectal fossa and so to the internal iliac vein. One such patient has needed operation.
The veins of the round ligament are normally inconspicuous. In pregnancy they can be huge and could be compared to a varicocele of the sper;matic veins. Either side may be affected. They drain the labia majora and converge into the inguinal canal through the internal abdominal ring into the ovarian veins.
Thus 3 sets of veins may enlarge the vulva-the tributaries of the long saphenous, of the internal iliac and of the ovarian veins. In my series, the long saphenous and ovarian veins were affected together six times.
The Diagnosis
The exact diagnosis of varicose veins is essential, as the strategic vessels are in different places, and if a wrong vein is divided no benefit will accrue. The long and short saphenous veins.-They are proved by tourniquet tests, and an indubitable down-filling wave or cascade must be seen before any vein is pronounced incompetent.
The peripheral tributaries of the internal iliac vein.-Varicosity of the gluteal veins is diagnosed by a process of exclusion. After emptying the veins, the fingers press on the foramen ovale and internal inguinal ring simultaneously. This prevents filling by the internal saphenous and the round ligament veins. The patient stands, the veins are watched. If the internal iliac tributaries are varicose, the varices will fill. Further help is available by a tourniquet held tight in the fold of the buttock which will control these internal iliac vessels.
The vulval veins form a pear-shaped mass with the base at the posterior part of the labia majora, which is alarmingly deformed. After emptying the swelling is largely but not completely controlled by pressure with the fingers over the internal abdominal ring.
A Concept of Varicose Veins
Before discussing treatment, may I suggest a concept concerning varicose veins and their complications. It is that they arise as a result of excessive high pressure continuously distending the superficial veins of the lower limbs and vulva when the patient is upright.
Arising from this idea are four questions: (1) What is the normal pressure in the superficial veins? (2) Where does the high pressure come from? (3) How is it normally kept out of the subcutaneous veins? (4) Why do venous valves fail and allow pressure into the superficial veins?
(1) The pressure in the superficial veins is normally zero to 30 mm Hg.
(2) High venous pressure ordinarily occurs in two places: (a) In the deep veins of the lower limbs during movement, when the pressure rises to 90 mm Hg. This assists the venous return and is referred to as the second heart or the calfmuscle pump. (b) In the thoraco-abdominal cavity during lifting, coughing, straining, &c., the pressure may rise to 200 mm Hg. When the valves of the iliac or common femoral veins are faulty or absent (as occurs in 36 % of normal persons) this pressure is exerted against the valves guarding the superficial veins, including the long saphenous vein, and should they fail, then the varicoseforming process starts.
(3) The superficial veins are protected from a back-flow of high pressure by the valves in the veins connecting them to the deep veins.
(4) High pressure enters the superficial veins through the connecting veins in which the valves have failed. The long and short saphenous veins are a form of such communicating veins. There is a familial tendency to varicose veins in 75 % to 80 % of women with them.
Valves fail after thrombosis of the deep, connecting or superficial veins, and also from continous venous obstruction.
The hormones of pregnancy, progesterone and relaxin, which dilate the uterine vessels to 30 to 40 times their normal size (Barcroft and Rothschild, 1932; Barcroft et al., 1933) , in some women, affect the saphenous and ovarian veins and so cause the valves to become inefficient. Varicosities appear or become worse in the first three months of gestation, before the uterus can mechanically press on the iliac veins. The women I see with troublesome varicosities are usually in the 4th or 5th month. Implicit in this concept of continued high pressure in the superficial veins is the progressiveness of varicosities; they are not stationary, nor will they ever burn themselves out. This conditions our advice regarding palliative and radical treatment.
The Treatment of Varicose Veins in Pregnancy
If this concept of superficial venous hypertension is true, then the symptoms caused by it will be relieved if a pressure equal to that in the veins is applied continuously to the limb and/or the vulva. When the condition is slight to moderate, this pressure gives adequate relief during pregnancy. It can be given by elastic stockings and/or bandages to the limbs, and for the vulva by close-fitting robust panties. There are two disadvantages; stockings, bandages and panties are hot to wear and some patients dislike and cannot tolerate such confinement. Although women are helped until their baby is born, those whose veins were present before conception and give clear signs of valvular deficiency will worsen with time and further pregnancies. Pressure is palliative, it does not stop the leaks. Troublesome vulval varices in a non-pregnant woman are rare although unsightly, so unless they are excessive they perhaps can be treated expectantly.
When the veins are gross, operation to stop the leak of high pressure into the superficial veins is advisable and curative. Usually only one leak from the long or short saphenous vein is present. These are tied flush with the common femoral vein or popliteal vein and the saphenous trunks are stripped out. With the long saphenous vein, the superficial and deep external pudic tributaries are divided.
For the varices in the vulva, in addition to tight panties there are two remedies. The fearsome subcuticular vessels in the fringe of the labia can be injected to prevent hamorrhage during labour. When they are gross, the inguinal canal is opened as for a hernia, the veins in the round ligament are ligated at the internal abdominal ring and the round ligament is excised. It strips out readily with the enlarged vessels from the labia majora. The enlarged tributaries of the internal iliac vein are tied at the inferomedial border of gluteus maximus.
Injections into varices.-I am apprehensive of these because the thrombosis which usually follows may spread to the perforating veins and in time make their valves inefficient. I do not think that gross veins are cured by injection. I believe injections to be uncertain in principle, dangerous locally and possibly constitutionally.
Results.-No deaths or morbidity to mother or child have occurred. One birth followed un-eventfully at 71 months, four weeks after the operation. The mothers have said the operation was worthwhile, many have had subsequent babies and several 3 more.
Mr. W. G. Fegan (Dublin):
Continuous Uninterrupted Compression Technique of Injecting Varicose Veins No standard treatment of varicose veins has yet been accepted. Injection therapy is in disrepute because it has been established that it is followed by recurrences which are frequently worse than the original state.
We have been using an injection technique for over ten years and have found that it is not followed by a high percentage of recurrence and that it certainly does not leave the patients worse than they were prior to treatment.
A great part of our work has been carried out on pregnant women. During pregnancy, varicose veins can produce distressing symptoms. These symptoms are relieved after one or two injections. This, in itself, makes treatment worth while, quite apart from the fact that it reduces to zero the incidence of thrombophlebitis in the puerperium.
Symptoms such as cramps in the leg, tiredness, hot throbbing pain, and constant pain in the legs are all relieved, together with the swelling, ulceration and eczema. Over a period of seven years no patient has been admitted from the Varicose Veins Outpatient Department in the Rotunda Hospital for surgical treatment. No patient has, in the last three years, attended for treatment of varicose ulcers, where, formerly, there was an established ulcer clinic.
It has been said that it is pointless treating varicose veins during pregnancy because a high percentage spontaneously recover after delivery. This may be true but, if we consider the fact that five times as many women as men suffer from varicose veins and that 4 out of every 5 women date the commencement of the varicosities from pregnancy, it becomes apparent that, if veins are cared for and controlled during pregnancy, fewer women will suffer from trouble with their veins later in life.
It is, in fact, untrue to say that a high percentage recover spontaneously after delivery; a high percentage improve but very few completely recover and many develop thrombophlebitis. It is to cases in this latter group that great attention should be paid. They appear to improve after the pain of the thrombosis has settled down.
Quietly and insidiously, the lumen of the thrombosed vein tecomes re-established and, because of the added valvular injury, the pressure of the blood in this re-established vein is higher than before. In six months' or a year's time the patients in this group will find that their veins are much worse than before their pregnancy. Should these patients' legs be examined at regular intervals, these findings would be confirmed.
In order to treat varicose veins successfully, one must spend some time in studying the physiology of the peripheral pump. Briefly, in the calf muscles there is a powerful pump system which is, in many ways, analogous to that of the heart.
The principle of our treatment has been to concentrate rather on restoring the efficiency of the pump than on obliterating apparent superficial varices. In order to do this, one must be able to locate accurately the exact points of emergence of the veins with the incompetent valves because it is through these veins that blood is flowing in the wrong direction and abnormally high pressure is being transmitted. This produces the double disadvantage of high pressure in the superficial veins and reduced output from the peripheral pump.
The introduction of a sclerosant into a vein can be followed by a multiplicity of reactions, varying from a wide-spreading thrombophlebitis to minimal or no reaction.
The ideal method of achieving our aim of permanently blocking the offending leak is to produce a short fibrotic segment of vein, involving the junction area. We have observed that this can be achieved by carrying out the following procedure: (1) Selecting a vein with a good wall.
(2) Introducing the sclerosant into this vein after it has been emptied. (3) Maintaining the sclerosant in the segment for 30 seconds. (4) Applying compression immediately to the site of injection, maintaining it until one is quite sure that, when the patient stands erect, the internal pressure of the blood in the adjacent unobliterated vein cannot reopen the segment.
It is important to spend some time examining the legs of each new patient and accurately marking the points where the incompetent derangement begins because one injection, properly placed, can rid the leg of a vast complex of varicose veins. We have found it of great help when attempting to locate the sites of incompetence to consider three factors: firstly, our knowledge of the normal position of the communicating channels, secondly, the pattern of the varicosities and, finally, palpation of the fascia of the leg.
If one examines a number of legs with' the tips of one's fingers, one will suddenly become aware that there are weaknesses or depressions in the deep fascia. It will be found that these depressions correspond with the localized blow-out in the vein and with a known site of a communicating channel between the deep and superficial veins. Digital pressure at one or more of these points will control the filling of the superficial veins. These depressions are the sites of election for injection.
The exact steps in the process of reopening of a thrombosed vein do not appear to have been clearly worked out. From Figs. 1, 2 and 3 onecan see the process of reopening which I believe to be the commonest. Fig. 1 shows the slit-like channels developing between the clot and the wall of the vein. Fig. 2 shows this process to have advanced until a third of the circumference of the vein has been involved. Fig. 3 shows the new channel to have become circular instead of slit-like and the central organized clot pushed to one side.
We believe that the process by which the lumen of this vein has become re-established is the result of a combination of three factors: (1) High pressure of the blood in the adjacent veins. (2) The development of slit-like channels between the organizing clot, which is retracting, and the wall of the vein. (3) The lack of external supporting compression.
We believe that this is the common method by which the lumen of the thrombosed vein becomes re-established and that it can take place very quickly, in fact within a few weeks of the onset of thrombosis. This phenomenon we have observed clinically on many occasions.
IBut, if the vein is emptied before the sclerosant is introduced and the sclerosant is maintained undiluted in a small segment of the vein for a period of time and followed immediately by uninterrupted compression, then the histological appearance of the vein is very different. This is shown in Figs. 4, 5 and 6. Here we note the absence of an organizing blood clot, the considerable endothelial peripheration and the great thickening and fibrosis in the wall of the vein.
We inject all varicose veins without selection. The commonest site of injection has been the Hunterian communicating vein (above the medial condyle of the femur). As far as we know, there have been no ill-effects from this technique or from the solution used (sodium tetradecyl). The danger of spill into the deeper veins is theoretical if the amount is kept small. On six occasions we have observed large sapheno-varices to disappear after injecting the Hunterian communicating vein. This latter observation is important with regard to the evaluation of Trendelenburg's operation. 3 patients with intermittent claudica-- tion got relief from their symptoms following treatment for their varicose veins.
People who suffer from deep vein thrombosis during pregnancy or following a fracture and who subsequently develop superficial varices are treated by us. We disregard the history of deep vein thrombosis and consider that these people require to have the leaks from their peripheral pump sealed off, more so than people who have not had deep vein thrombosis. They are suffering from the double embarrassment of diminished output from the pump and continued high pressure in the superficial veins. If the superficial veins are destroyed, there is a definite improvement in their symptoms, although the leg does not completely return to normal.
The extravascular technique which we have used in a large series of cases has been found particularly useful in treating labial varices and the large aneurysmal vascular clusters in the instep of the foot. To avoid the unpleasant reaction following the extravascular technique it is necessary to use only a small amount of the solution, to diffuse it well in the tissues, to keep it well away from the skin and to apply compression with soft rubber over the site of injection.
It is interesting to note that on many occasions we have been able, from the appearance of the patient's veins, to suggest to her the possibility of pregnancy before she was aware of it through any other symptom.
Summary.-From the experience gained and the data collected in the treatment of over 4,000 patients for varicose veins, we are satisfied that this technique of immediate and uninterrupted compression following the injection of the sclerosant into an empty vein at the site of election is well worth while. Apart from the early symptomatic relief, the long-lasting curative effect has, in our hands, been better than that following operation; the most important feature being the avoidance of extensive clot formation with the subsequent reopening of the affected vein. This can be achieved by immediately applying and maintaining uninterrupted compression at the site of injection.
Mr. Alan Curtis (Hexham):
The Surgery of Varicose Veins in Pregnancy, and its Results In pregnancy a woman should be at her healthiest and happiest, but this desirable state is all too often marred by a variety of conditions, some unavoidable, some, as varicose veins, eminently treatable. They cause much discomfort and disability, and interfere with normal activity and joie de vivre, so adding indirectly to the hazards of pregnancy, quite apart from their own thrombo-embolic risks.
It is doubtful whether pregnancy actually initiates varices; they commonly date from the teens, and gross cases are common in men and nulliparous women. In most cases pregnancy does make them much worse, both subjectively and objectively, with some abatement after delivery. But any case worthy of complaint has permanently incompetent valves, and will require radical treatment sooner or later.
This being so, unless there is some sound reason against surgery, why not "sooner", with great benefit to the victim?
There are two main arguments advanced against this view: the risk of miscarriage and the effect of possible future pregnancies.
As a student I came to regard pregnancy as a somewhat precarious state, very easily upset. I soon learned how very difficult it is to disturb a healthy pregnancy in a healthy woman, except by direct mechanical or hormonal interference. I saw James Clark successfully use quinine in threatened abortion, to hurry the inevitables and settle the others. As a general surgeon I saw with what remarkable impunity one could operate in pregnancy, and was driven to the conclusion that in considering the merits of any proposed operation the risk to the pregnancy was quite secondary to the benefits to health, mobility and general well-being, and the reduction of risk which might be expected to accrue from it.
Thus in varicosities of the lower limbs, having excluded as far as possible cases of instability (after long involuntary infertility, habitual abortion, &c.) one should treat the veins strictly on merit by the accepted methods of stripping, local excision, injection and support. Most of my cases have in fact been treated in the middle trimester, mainly because they presented then.
Vulval varicosities are in a special category, possibly less common, retrogressing more completely after delivery, and with a slightly different mechanism. It is difficult to believe they do not increase the risk of pelvic venous thrombosissome seem in danger of rupture-or constitute a handicap in delivery. They are all very uncomfortable, and most methods of support equally so. Surgery is less easy; they are embedded in vascular fibro-fatty tissue, and have stumpy deep connexions. Nevertheless, severe cases may justify ligature or excision; I never feel quite happy about injection here.
As for effect of future pregnancies, after adequate stripping gross recurrences are rare, a few injections normally sufficing, so that there is no good reason for waiting till the family is judged complete. One does of course meet the occasional patient whose ability to develop fresh Section of Obstetrics and Gynecology varices is phenomenal; this type seldom needs any help from pregnancy. I cannot boast a large series; no patient has miscarried, one threatened but quickly settled, and there have been no other complications. Several have gone through further pregnancies without serious relapse, and all have been most grateful for the relief of symptoms. I quote the two least straightforward cases as the most interesting: Case I.-Seen September 1952: primigravida, aged 38, 20 weeks pregnant after eleven years valid marriage. Severe varicosities twelve years, tied elsewhere three years previously, and for four weeks had become very troublesome. She had the usual large bunches in the calves, but her chief complaint was of a left saphena varix the size of a cricket ball, and of large vulval varicosities. Though an elderly primigravida, I decided to operate and removed the six main groups a few days later. In her case tying the large vessels from labia to groins cured the labial varices. Convalescence was uneventful, she needed a few injections. She has failed to produce any further family, but had numerous gynecological misfortunes, and will probably have belated stripping soon.
Case II.-Seen March 1955; sixth gravida, aged 33, severe varicose veins for eleven years, and a history of superficial thrombosis in an earlier pregnancy. She showed widespread varices throughout her legs, and very large labial veins, which appeared in danger of rupture. Her veins were stripped as far as possible, with local excision and ligature, including those in the right labium; a large one on the left, the size of the vena cava, was obliterated by oversewing. Two days later she had a slight "show", but settled with sedation. Since then she has been pregnant at least twice, and needed a few injections.
Mr. Wilfrid G. Mills (Birmingham) said that the obstetrician would be required to advise his patient as to the probability of any permanent deterioration in varicose veins as the result of any given pregnancy. The fact that the varicosities of the vulva would so constantly return to normal after the puerperium afforded some evidence that the affect of pregnancy on varicose veins was transitory. Any permanent ill-effect was due to valvular incompetence arising during pregnancy and this could be wholly avoided in the veins of the lower leg if they were adequately supported by bandaging or elastic stockings throughout pregnancy. The veins that required surgical treatment during pregnancy were precisely those which ought to have been treated before a pregnancy commenced.
Miss A. M. Dickins (London) asked why superficial veins thrombosed so early in the puerperium and deep veins so late.
Mr. Clifford A. Simmons (London) said Mr. W. G. Fegan had allowed him to examine and question 25 patients in his clinic before he saw them. The results of treatment were very satisfactory to the patients. Feelings of pressure or cramps were relieved immediately. This type of treatment seems very safe and gave such comfort to the patients that it would seem well worth while in any maternity unit, provided the time and space could be found for a vein clinic.
Dr. E. Robert Rees (London) referred to the beneficial effect of lifting the foot of the bed for nocturnal cramps. He had been practising this for four years, on the recommendation of Mr. Stanley Rivlin, with complete relief of cramps in all cases. He felt sure that careful questioning of the small percentage who did not get relief would reveal that they probably placed a pillow under the mattress or at the most a couple of telephone directories under the foot of the bed. It was essential to raise the foot at least 9 in. because only then would the calves be above the level of the heart, and then probably only just.
The one adverse reaction to this had been the development of heartburn which in any case was a common accompaniment of pregnancy. In some of these cases the precipitation of heartburn had been so closely related to this posture that he had had to say to the patient that she must choose and decide which was the more distressing, heartburn or cramps in the legs.
He considered that wholesale condemnation of garters was a mistake. They could obstruct the return in superficial veins but where there was incompetence of the thigh veins they could often prevent the full effect of regurgitation from these into the leg veins. He had now seen several patients who insisted on wearing garters because they found their legs much more comfortable.
Dr. Payling Wright, in reply, said she was not convinced that Miss Dickins was correct in her belief that there was a tima difference in the onset of deep and superficial thrombosis but she had no data on that subject. If such a difference did exist, however, it might be associated with the observation thit blood flow-rate in thelegs was not minimal until the seventh or eighth day after confinement to bed. Only then the flow in the deep veins might be sufficiently sluggish to allow of thrombus formation. More likely was the fact that superficial veins presenting with painful, iuflamed areas on the third or fourth postnatal day were unlikely to be overlooked by the patients, while deep thromboses were often silent and so were not diaYnosed until considerable activity was resumed later in the'puerperium.
